INTRODUCTION
The incidence of stress fracture among athletes is 4%. 1 About 12% of cases occur in the fibula, 2 and most of these occur in the distal fibula, usually in runners. 3 In for 3 times, during which he was also found to be osteoporotic. During each admission, the patient had achieved his target body weight on discharge. Dependent and compulsive traits were also noted.
The patient reported having had asthma since childhood, for which he had used inhaled corticosteroids (beclomethasone dipropionate 500 µg twice daily for 2-3 months per year, for the last 5 years) and inhaled salbutamol (200 µg pre-and post-exercise for 6 months per year, for the last 15 years). He had required hospital admission at least once, previously, during which thalassaemia minor was diagnosed incidentally as a result of routine blood tests.
Physical examinations revealed tenderness and swelling over the junction of the middle and distal thirds of the left fibula. No mass was palpable and there were no other signs of inflammation. There was significant bilateral hindfoot eversion on stance, with prolonged excessive pronation during gait. No other clinical signs were found except for decreased power with eversion on the right foot with peroneal muscle testing.
Radiographs showed an undisplaced fracture at the junction of the middle and distal thirds of the left fibula. There was also residual bone deformity at the junction of the proximal and middle thirds from the previous stress fracture ( Fig.) .
The patient was treated conservatively with crutches and a support bandage for 3 weeks, and weightbearing as tolerated. He presented to the clinic 4 days later, fully weightbearing with and experiencing minimal pain. At a follow-up visit 4 weeks later, he was pain-free and fully weightbearing. Results of a physical examination were unremarkable, and radiographs revealed good callus formation. We recommended the use of orthoses and strengthening exercises for the appropriate muscle group and referred him to a sports physician for gait analysis and training advice. Healing of the fracture was slow but completed at 12 weeks.
DISCUSSION
A stress fracture occurs when excessive stress is applied to normal bone. Most stress fractures occur 4.5 weeks after the onset of a new exercise, 1 when muscles have adjusted to the new stress but bone remodelling is not complete. Muscle fatigability can also affect shockabsorbing ability: when the muscle is fatigued, more force is transmitted directly to the bone. Furthermore, the incidence of stress fractures increases with age. 1 Fibular stress fractures usually occur in the middle and distal thirds 6 and commonly present with lateral leg pain, swelling, pain to palpation, tenderness on percussion, antalgic gait, and local oedema. 1 Differential diagnoses include exertional compartment syndrome, biceps femoris tendinitis, and peroneal nerve entrapment syndrome. 1 Risk factors for stress fracture include genetic predisposition, low bone mass, a history of overuse injuries, low calcium intake, smoking, and alcohol use. 7 The patient in this case had had anorexia nervosa and was currently taking drugs for asthma. Anorexia nervosa predisposes to osteoporosis through hypothalamic dysfunction 8 and, if untreated, is associated with a loss of trabecular and cortical bone at a rate of 4% to 10% per year. 9 The risk of fracture may persist well after improvement in the anorexia nervosa. 8 In addition, lower bone density is associated with the use of inhaled corticosteroid and seems to be more related to the daily dose than the duration of treatment. 10 Bone density at the hip declines by 0.44 mg/cm 2 per number of daily doses of inhaled corticosteroid, per year of treatment. 11 Corticosteroid therapy may similarly affect the bone density at the fibula. Treatment consists of 2 stages. Stage 1 involves modified rest (weightbearing during activities of daily living), use of non-steroidal anti-inflammatory drugs, cryotherapy, stretching exercises, and cross-training to maintain cardiovascular fitness. Stage 2 involves the gradual reintroduction of sport and modification of risk factors. 1 Two-thirds of initial radiographs are negative for any sign of fractures. Diagnosis of a stress fracture is made on the basis of a technetium-99m triple-phase isotope bone scan. 2 Changes may be seen as soon as 48 to 72 hours after injury and may remain positive for 6 months to 2 years. 1 If the scan shows a focal area of increased uptake, computed tomography or magnetic resonance imaging can confirm the diagnosis. 2 
